CASE MANAGEMENT CHART REVIEW TOOL
Chart Review Date / /
Agency: [ JAHF [ JAH [ JAve360 [ |HHS [ JLegacy [ _]SHF

CLIENT INFORMATION

Review Period:
3/1/20__ -2/28/20

Pt.ID # Race:

Client Case Status: [ |Open/Active [ |Closed [ ]Unk. Gender:

Last OAMC Appts: Virally Suppressed? < If No, linked to CM?
1. ]y [N [Junk
2. ]y [N [Junk
3. ]y [N [Junk
[ ] No appts. during review period
Last CMngmt. Contact: Type (F2F/PC/Consult.) + short description) | Signed/Dated/Clear?
1.
2.
3.
4,
5.
During the review period, was the client: [ ] New to care [ ]Lost to care [ ]Re-engaged in care [ INA

If yes.... was there documentation of coordination of care or contact attempts?

]y [N [ INA

Does the client have an active diagnosis of the following diagnoses? (Check ALL that apply)

[ ] Alcohol abuse/dependence

[ ] Other substance abuse/dependence:
[ ] Depression

[]Bipolar disorders

[ ] Anxiety disorders

[_]Schizophrenia

Was the client referred or already
engaged with MH/SA services?

[ IN/A []Yes [ ]No

[ ]Other:

Does the client have any co-morbidity?

[ ] Opportunistic Infection

[]Sexually Transmitted Infections (STls) :
[ | Diabetes

[ ]Cancer

[ ] Hepatitis

[ ] Hypertension

[ ] Other:

Was the client reported to have any of the following conditions?
[ ]Homelessness

[ ] Pregnancy (or other pregnancy-related conditions)

[ ] Recently released

[ ]ipv




INSURANCE, BENEFITS, AND INCOME INFORMATION

Health Insurance: [ ]Uninsured [ _]Medicaid [ ]Medicare [ ] Commercial
[ JVA []Other?
Spouse/partner: Children: Other Dependents: TOTAL HOUSEHOLD SIZE
12345678910Unk
Client Income S: Spouse Income S: Other Income S: TOTAL HOUSEHOLD INCOME &:
Did the client lose insurance or coverage during the review period? [y N[] Unk.[ ]
If so, were they provided with information/education or assistance? [ ]y N[] NA[]

CASE MANAGEMENT SERVICES

What types of services were provided
by a Medical Case Manager (MCM?)

What types of services were provided
by a Service Linkage Worker (SLW?)

Was the client referred for Clinical
Case Management services in the
review period?

[ ] Comprehensive assessment
[ ]Service Plan

[ ] Coordination of medical care
[ ] Transportation
|:| ADAP/medication assistance

[ Eligibility

brokerage
[]other

[ ] NA (Client not assisted by MCM)

[ ]Medication adherence counseling

[ ] Community resource/benefits

OAMC visit

Did client meet criteria for MCM?

Y[ ] N[] Unk.[ ]

[]Eligibility

Y[

[ ] NA (Client not assisted by SLW)

[ ] Brief assessment

[ ]SLW referred client to OAMC

[ ] OAMC visit scheduled by SLW

[ ]SLW accompanied client to OAMC
[ ]SLW called client to remind about

[ ] Client did not keep OAMC appt.
and SLW contacted them

[ ]ADAP/medication assistance

[ ] Transportation voucher

Were any of the above services
provided by an Outreach Worker?

N[] Unk.[ ]

[ ] No- not applicable

[ ] No- applicable, but no referral
documented
[ ]Yes- and there is evidence of
coordination of services

[ ]Yes- and there is no evidence of
coordination of services

[ ]Yes- but client refused services or
is already engaged in treatment

Was the case discharged/closed for CM during the review period? Y] N[]

If yes....... Client met agency criteria for closure?
Client completed treatment program (CCM) Y[ ] N[]
Date and reason noted?
Summary of services received?

Referrals noted?

Instructions given to client at discharge?

ASSESSMENTS & SERVICE PLANS

y[1 N[

vl N[
Y[l N[
vyl N[
Yyl N[

NA[]
NAL]
NAL]
NAL]
NAL]
NAL ]
NA]

Unk.[]
Unk.[ ]
Unk.[]
Unk.[ ]
Unk.[ ]
Unk.[ ]
Unk.[ ]

If no assessment or plan:

Brief Assess. Date 1: Brief Assess. Date 2: [Jevidence of onejust [ Jreason []enough info
outside of review period documented to complete

Comp. Assess. Date 1: Comp. Assess. Date 2: [Jevidence of onejust [ Jreason []enough info
outside of review period documented to complete

Service Plan Date 1: Service Plan Date 2: [Jevidence of onejust [ Jreason []enough info
outside of review period documented to complete




COMPLETED ASSESSMENTS

MOST RECENT ASSESSMENT NEXT MOST RECENT ASSESSMENT
TYPE (circle one) Comprehensive Brief TYPE (circle one) Comprehensive Brief
Domain Assessed? | Need Accounted | Accounted for | Follow-up (referral, Assessed? | Need Accounted | Accounted | Follow-up (referral,
Identified? | forin in progress action, etc.) Identified? | forin forin action, etc.)
Service notes? Service progress
Plan? Plan? notes?

Medical/Clinical

Vaccination

Nutrition/Food Pantry

Dental Care

Vision Care

Hearing Care

Home Care Needs

Basic Necessities/Life Skills

Mental Health

Substance/Alcohol Use

Abuse History

Housing/Living Situation

Support System

Child Care/Guardianship

Insurance Benefits

Transportation

HIV-Related Legal

Cultural/Linguistic

Self-Efficacy

HIV Education/Prevention

Family Planning/Safer Sex

Employment/Income

General Education/Vocation

Financial Assistance

Medication Adherence

Client Strengths

Other




